Introduction
The State Children's Health Insurance Program (SCHIP), passed by the United States Congress in 1997 as Title XXI of the Social Security Act, provided $40 million in block grants to states and territories over 10 years to extend health insurance coverage to low-income children. States had three options for SCHIP: to expand Medicaid, to create separate private insurance look-alike programs, or to devise a combination thereof [1] . The enacting legislation satisfied the federal goals to provide affordable coverage for an estimated 11 million uninsured children in the United States; the state goals for flexibility and autonomy in program design and administration; and the goals of both to share the financial burden through the state/federal cofunding for this new program [2, 3] . Because of the investment by stakeholders at all levels, there was considerable legislative, clinical, and public interest in program performance. SCHIP was a natural experiment that provided a unique opportunity to study the process and outcomes of expanding health insurance to a large population of children who would otherwise be uninsured.
Evaluations of the State Children's Health Insurance Program
The SCHIP enacting legislation defined statutory requirements for state-level reporting [4, 5] , and government, clinical, and research entities outlined critical elements of SCHIP evaluation [6] [7] [8] [9] [10] [11] . A summary of evaluation dimensions based on a review of these documents is presented in Table 1 . Early evaluations focused on the degree of outreach/uptake and enrollment in new SCHIP programs and also characterized the baseline sociodemographic characteristics, health status, and prior medical care experiences of new SCHIP enrollees. There was also considerable interest in how the availability of coverage through SCHIP would affect the number of uninsured children, or whether the availability of a new public coverage option might lead some families to drop (substitute or crowd-out of) private insurance coverage to join the new public program [12 ] . As the program matured and experience data became available, evaluation foci shifted toward assessment of medical care experiences, health outcomes, program costs, and ways to incorporate experience in meeting the ongoing and evolving challenges of maturing SCHIP programs.
Outreach/enrollment/uptake and profile of enrollees Since 1965, Medicaid has funded healthcare insurance for poor children, and it remains the only source of insurance coverage for 25% of all children in the United States [13] . SCHIP targeted a new population of children for a public insurance program; therefore, an early challenge was to identify the population of eligible children. Analyses of national data projected that in 1999, by the time all states had SCHIP programs in place, between 3.6 and 5.2 million children would be eligible for the program depending on variation in eligibility criteria selected by states; that roughly 3.4 million would enroll; and that another 4 million potentially eligible children would remain uninsured [14] . Because SCHIP was a new program, outreach and streamlined enrollment efforts were implemented to increase awareness, identify eligible uninsured children, and enroll them in SCHIP or Medicaid according to income and other criteria [15] . Although SCHIP was the newer program, it was expected that investments in outreach would result in a spillover effect of increasing enrollment in Medicaid among children who applied for SCHIP but were in fact eligible for Medicaid [3] . Barriers to SCHIP enrollment have included public program stigma, language and culture, paperwork, interstate variations in eligibility criteria and enrollment procedures [16] , and budget pressures at all levels that have prompted increasingly restrictive eligibility criteria [17, The initial evaluations focused on the first indicator of program success: the number of children enrolled. From just under 1 million in 1998, enrollment increased to nearly 4 million by June 2003 [25,26 •• ] . As more information became available, studies expanded beyond enrollment numbers to include characteristics of children who enrolled in the program. Studies in several states demonstrated the successes of SCHIP in reaching the intended target population of low-income children living with one or more adults who were employed [27, 28] . Many new enrollees were black or Hispanic [29] , and as many as 25% had chronic diseases [30, 31] . Prior health insurance status varied; 25% to 75% of children were uninsured before enrolling in SCHIP (others had prior Medicaid or private coverage), and even though most had ties to the healthcare system, the levels of unmet medical need among new enrollees ranged from 33% to nearly 50% [32] . Enrollment varied across states, with early enrollers having stronger preexisting ties to and use of the healthcare system relative to those who enrolled late [33] , and with smaller proportions of minority children represented early in the life of SCHIP programs compared with later [34] .
More recent papers highlight the role of specific statelevel policy decisions in SCHIP enrollment. State-level policies, including presumptive eligibility, self-declaration of income, and Medicaid-expansion SCHIP (as opposed to separate-program SCHIP) can enhance enrollment in SCHIP and Medicaid, whereas policies that limit enrollment include the financial asset test, the monthly premium for SCHIP, and the mandatory 6-month uninsured waiting period before enrollment [35 •• ,36 •• ]. 
Impact on insurance coverage and uninsured rates
Several studies have used complex methods to examine the impact of SCHIP on both the overall uninsured rate and the distribution of private compared with public insurance coverage among children. The studies had similar goals and used similar methods to analyze nationally representative data to answer two central questions: did SCHIP help reduce the number of uninsured children; and did SCHIP replace existing private coverage with public coverage for a subset of already insured childrena phenomenon known as substitution or crowd-out? These studies share the common challenges of identifying precisely which children are eligible for SCHIP and then distinguishing Medicaid from SCHIP coverage. These challenges result from the variation in SCHIP eligibility criteria across states, which makes it difficult to set a uniform cutoff parameter; from the size of the SCHIP program (approximately 4 million children) relative to Medicaid (approximately 40 million people including both children and adults), which makes it difficult to measure the effects of SCHIP alone; and in part from the many options states had in creating their SCHIP programs, including expansions of Medicaid, the creation of separate programs with different names in each state, or a combination of approaches. Thus, the umbrella of public coverage is used to report coverage outcomes when disentanglement is not possible.
Several papers have resulted from the Community Tracking Study, which conducted nationally representative household surveys in 1996 to 1997, 1998 to 1999, and 2000 to 2001. Each round represents more than 10,000 children in all insurance types [37] . Analyses early in the SCHIP implementation period suggested that the increase in public coverage through Medicaid or SCHIP was equivalent to the drop in private insurance coverage among children, for essentially no net reduction in the number of uninsured children since SCHIP implementation [38] . Later analyses showed large gains in public coverage in geographic areas with the greatest numbers of uninsured children [39] , which suggested that SCHIP was reducing the number of uninsured children, not just substituting for or replacing private coverage. The matter of coverage substitution has been debated because although it shifts costs from the private to the public sector (from private coverage to public), SCHIP coverage may be more stable and comprehensive than the private coverage that it may be replacing and can represent an improvement in coverage for low-income children [12] .
More recent papers have applied a variety of complex algorithms in attempt to overcome the challenges described above. LoSasso and Buchmiller [40 •• ] addressed the SCHIP eligibility challenge by adding state-level SCHIP income eligibility criteria to data from the United States Bureau of the Census Current Population Survey (CPS)
for the period 1996 to 2000, estimating the overall effect of SCHIP on health insurance coverage and uninsurance among children. They found that roughly 10% of SCHIPeligible children obtained some type of public coverage, and they estimated that substitution or crowd-out of private insurance was almost 50%, although estimates of substitution are highly variable across studies, ranging from 0 to 50% depending on the data and methods used (Shone, unpublished manuscript , and health insurance market (e.g. the price an employee would pay for employer-based single coverage), to determine how the characteristics of SCHIP programs affect enrollment. Using the state SCHIP plan data, they compared generous (e.g. lower cost-sharing, simpler paperwork, no uninsured waiting period) with restricted program eligibility (e.g. higher cost sharing, waiting lists, complex paperwork) design scenarios, and found a substantial impact of program design features on the probability that eligible children were enrolled in public coverage (either Medicaid or SCHIP). The authors reported that more generous eligibility criteria were associated with greater insurance coverage rates for both private and public health insurance relative to more restrictive criteria. It is possible that health insurance coverage is like any product; with perceived scarcity prompting a rush to drop private coverage and enroll even when many people will not meet the restrictive enrollment criteria, which would result in lower rates of coverage by both private and public health insurance. By contrast, families may be more likely to remain in private health insurance plans when they have greater security in the knowledge that public coverage is easily obtainable (under more generous criteria) if they need it, resulting in higher levels of both private and public coverage under more generous public coverage criteria.
Coverage dynamics: retention, coverage stability and disenrollment
Following the studies of outreach, enrollment, and effects on insurance coverage and uninsured rates, emphasis shifted toward understanding why children leave SCHIP, particularly when they remain eligible for SCHIP coverage. In contrast to most job-based health coverage, which continues automatically unless the employee requests a change, SCHIP requires periodic renewal (recertification) typically at 12-month intervals, and states observed that families were dropping SCHIP after shorter periods of time or were not renewing coverage. Early disenrollment and retention studies found that many children left the program after unsuccessful attempts to complete the recertification process required to continue coverage from one eligibility period to the next; that state policies for eligibility redetermination varied widely; and that attempts to simplify initial enrollment had not extended to the coverage recertification process [45] .
Across the evolution of disenrollment studies, several common themes emerged. First, parents liked the program, and most children remained enrolled for a year or more, but the steps required to maintain coverage involve resubmission of application forms and income verification as often as every 6 months and can be difficult to complete successfully, causing some families to lose coverage rather than complete the re-enrollment process [46] . Second, some families returned to the program after breaks in coverage for nonpayment of premiums or loss of eligibility, with some evidence that child health status affected the duration of enrollment or rates of return to the program after a lapse in coverage [47] . Third, state flexibility allows variation in eligibility and recertification policies, and patterns of disenrollment and re-enrollment are highly sensitive to changes or variations in policy, with simpler policies and procedures encouraging program retention: the more often families must act to continue or preserve coverage; the more opportunities exist for that coverage to be lost [48] . A Colorado study found that the vast majority of disenrollments were unintentional and that although some disenrollment occurred because children obtained other insurance, most disenrollees who were uninsured remained eligible for the program and planned to return [51 • ].
One current study combined data from the census CPS with eligibility data from each state and policy data from state and federal oversight agencies to examine the incidence of and factors influencing so-called drop-out from public insurance programs. The use of the term dropout in this paper refers specifically to disenrollment of children who remain eligible for public coverage, as distinguished from those who lose eligibility (e.g. because of age or income) or who obtain other insurance coverage. The study found that 45% of the nearly 30% of children who disenroll from public coverage within 12 months or less are drop-outs who remain eligible for public coverage.
The author points out that appealing policy strategies, including scaled-back reimbursement in an attempt to contain program costs, are likely to realize savings at the expense of enrollment, which has other undesirable costs in terms of child health status and uncompensated safety-net care [52 •• ]. Another study by the same author examined the occurrence of drop-out in states with separate SCHIP programs compared with Medicaid expansion programs and found that children in separate program states were 45% more likely to drop-out of either program [53] .
Impact on outcomes: access, utilization, quality, unmet need and disparities
It would be prohibitively costly and time-consuming to measure every aspect of SCHIP in every state. Therefore, detailed studies of SCHIP's impact on access to healthcare, the use and quality of medical services, health outcomes, and racial and ethnic disparities have used selected samples to focus on the type of SCHIP program (separate model compared with Medicaid expansion); on geography (most often by state); on particular populations of children such as adolescents, racial and ethnic minorities, or children with chronic illnesses; and on particular types of services such as dental care or psychiatric services. Congress mandated that states report to the federal oversight agency annually, but a government review of state evaluation reports found that state evaluations are variable, with heavy reliance on enrollment numbers and anecdotal information rather than rigorous objective evaluation. State staff have little evaluative experience, limited resources and data availability, and minimal technical support [54] . Congress also mandated one broad national evaluation, but even that study sampled a subset of ten states thought to be nationally representative to allow for more comprehensive evaluation in the selected states.
In most studies, SCHIP has been associated with improvements in access to care (typically defined as having a primary care doctor or nurse or medical 'home'), increased use of medical services, and reduced unmet medical need among enrollees. These improvements have been noted for children at all levels of income [55] and accrue both overall [ [64] and for teens specifically; however, teens face continued nonfinancial barriers to the receipt of dental care [65] . Two studies encompassing 11 states in total found improved access to medical and dental care, reduced unmet need, and less parental concern about child health needs among parents of SCHIP-enrolled children [66 •• ,67] . SCHIP has also been associated with reductions in hospital admissions for so-called ambulatory-sensitive conditions, for which appropriate primary care can prevent an inpatient admission [68 •• ].
The results are more mixed for adolescents, for racial and ethnic minorities, and for access to and use of mental health services. Regarding adolescents, one study reported improvements in access to preventive and reproductive services, coupled with concern about limited provider participation among adolescent specialists, dentists, and mental health providers [69] . Another study reported that adolescent access to care was improved overall but remained lower among Hispanic teens, and found no improvement in the use of preventive services or counseling for risk behaviors during preventive visits [70] . 
Costs
Building on the evidence of successful enrollment and program impact, recent studies have begun to address SCHIP's response to fiscal constraints. As studies were beginning to demonstrate SCHIP successes and identify areas for program improvement, state governments and the federal government were looking for ways to reduce Table 2 . Summary of findings.
Dimension of evaluation Results
Outreach/enrollment/uptake and profile of enrollees Up to 4 million enrolled, including many vulnerable children Outreach helps, but system barriers remain; enrollment and renewal can be more complex than for private insurance Many eligible children still not enrolled Impact on insurance coverage and uninsured rates Uninsured rate decreased Some substitution of public coverage for private does occur, but this varies geographically and across studies Coverage dynamics (retention, coverage stability, and disenrollment)
Administrative requirements during recertification are linked to drop-out State policies can improve retention by minimizing frequency and complexity of re-verification procedures Need for better coordination across programs (e.g. SCHIP and Medicaid) Impact on outcomes (access, utilization, quality, unmet need, disparities)
Positive impact on access to care Reduced unmet need for medical care Some quality measures improve; others do not, but this is logical for a cost-only intervention Positive impact for all enrollees and for vulnerable subgroups SCHIP alone is not a panacea Costs (costs of coverage, costs of SCHIP administration and process, uncompensated care, premiums and cost-sharing, etc.)
States can conserve funds in the short term by increasing administrative barriers and enrollee contributions (premiums, co-payments) Short-term savings may contribute to increased costs in longer term SCHIP, State Children's Health Insurance Program. expenditures through the reduction or elimination of program outreach, stricter eligibility criteria (including longer required uninsured waiting periods and enrollment freezes), reducing the number of enrolled children or the scope of benefits covered, or increasing enrollee cost sharing (higher premiums and copayments paid by families for services) [75 • ,76 •• ,77 • ]. Therefore, the most current studies have begun to examine both state responses to budget limitations and family responses to increased cost-sharing through premium increases, and have also attempted to quantify and reduce the costs of program administration.
In an attempt to understand how cost-sharing might affect the working poor population targeted by SCHIP, an early review summarized prior literature and concluded that cost sharing might adversely affect SCHIP enrollment and use of essential services among enrolled children, chiefly because even modest outlays represent a substantial portion of available resources for families in the SCHIP income bracket. The recommendations from this report included exemption of preventive services from cost sharing requirements, and careful design of co-payment incentives out of concern that even modest cost sharing might deter needed care [78].
One current paper found that premium increases contributed to a loss of public insurance coverage, some of which was not replaced with private insurance -that is, children remained uninsured after leaving SCHIP. The authors concluded that states may realize short-term savings from decreased use of SCHIP benefits or reduced enrollment, but pressure on safety-net sources of care (such as emergency departments or community health centers) and costs may ultimately increase, shifting costs out of the public coverage budget column into another (uncompensated care or safety nets) without any overall reduction in expenditures [79 •• ].
Another current paper examined costs from the perspective of program administration and found that the costs of the Medicaid and SCHIP enrollment process itself in the greater New York City metropolitan area were $282 to administer the enrollment of a single child into Medicaid or SCHIP under the traditional enrollment process. After the attacks of September 11, 2001, a greatly simplified system was implemented at a cost of $166 per child per enrollment. The authors identify a simplified system as offering the potential for administrative cost savings, freeing funds for use elsewhere, as well as offering families a less complex process [80 •• ].
Conclusion
Evidence that SCHIP benefits the intended population of low-income children of mostly employed parents is strong.
A summary of conclusions to date is shown in Table 2 . Like its predecessors, Medicaid and private insurance, the program has strengths and weaknesses and room for improvement. Current fiscal constraints at state and federal levels result in a paradox in striving for further improvement; however, as we gain a better understanding of the factors that influence program enrollment, retention, and service use, governments can use this information to strengthen or to further weaken state SCHIP programs, subject to political and fiscal pressures. Examples include Florida's change of policy to eliminate so-called passive re-enrollment (which is the customary form of re-enrollment for job-based insurance in the United States) after this policy was found to be the strongest way to ensure the retention of eligible children in SCHIP. Moving beyond the elimination of passive re-enrollment, Florida instituted an enrollment freeze with a waiting list for unannounced brief periods of open enrollment. Other states have also frozen new enrollments, eliminated categories of children from coverage, or explored the option of scaled-back benefits in attempt to cover a few services for many children rather than many services for a few children
The future of SCHIP is uncertain. The program faces Congressional reauthorization in 2007, a time of unparalleled fiscal pressure at federal and state levels. It is unclear how states or the federal government will reconcile the demand for programs like SCHIP among children and families at a time when resources available to fund the program are scarce [82].
There is need for future studies focused on costs and consequences, including how best to distribute costs across federal and state governments, healthcare providers, and participating families, and perhaps to test the relative effectiveness and impact of the various fiscal resource conservation strategies currently being tested at the state level. Further comparisons between the costs of providing coverage and medical services under SCHIP and the costs of not doing so are also essential. In the meantime, we can use what we know about the current strengths and weaknesses of SCHIP to design cost-effective improvements to program efficiency.
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